Introduction: Acute upper extremity ischemia is an uncommon vascular emergency due to a relatively rich collateral network and low workload of the upper limb. Its consequences depend on the site and etiology of the arterial occlusion. Case presentation: Aiming to emphasize the emerging role of Doppler ultrasound in the diagnosis of acute upper limb ischemia, we report the case of a 70-year-old female, with severe left arm resting pain and digital cyanosis. Due to the patient's age and the presence of cardiovascular risk factors, cardioembolic or thrombotic arterial occlusion would have been the most likely diagnosis in this case, but the color Doppler ultrasound revealed severe left axillary arterial stenosis with hypoechoic wall swelling, being highly suggestive for arteritis. Temporal artery biopsy was performed, which confirmed giant cell arteritis. An excellent clinical response was obtained after initiation of treatment. Conclusion: In acute upper limb ischemia, color duplex ultrasound provides quick information about the etiology and localization of arterial lesions, offering characteristic findings in case of large-vessel giant cell arteritis.
INTRODuCTION
Acute limb ischemia is defined as an abrupt reduction in arterial perfusion, usually producing new or worsening symptoms and signs, and it may potentially threat the viability of the affected limb. Generally, initial presentation is up to 2 weeks following the acute event. 1 The sudden occlusion of the upper limb arteries can be produced by and imaging studies revealed extensive radiographic involvement of the aorta and its major branches in up to 83% of patients. 3, 4 
CASE PRESENTATION
A 70-year-old Caucasian overweight woman, with known arterial hypertension, presented with severe rest pain in the left arm, coldness, pallor, and paresthesia of the left hand, and digital cyanosis. She had no other symptoms (e.g., headache, jaw claudication, malaise, fever, or visual disturbances). The patient described worsening left shoulder pain for several months, which had been interpreted as shoulder osteoarthritis by her general practitioner (GP) and was treated with non-steroid anti-inflammatory drugs without results. Clinically, she had cold and cyanotic hands with impalpable radial and cubital pulses, and no measurable blood pressure on the left arm. Continuous wave (CW) Doppler examination revealed a systolic pressure of 140 mmHg in the right ulnar and radial arteries, and of only 30 mmHg in the left ulnar and radial arteries. Table 1 .
Vasculitis should always be part of the differential diagnosis in large artery obstruction, even in patients with A case-control study that included subjects with newonset GCA has identified large-vessel involvement in 29% of cases, by using CDS. 5 Large-vessel involvement was also noted in 30% of 176 patients with GCA, with the use of CDS for imaging evaluation of the subclavian, axillary, proximal brachial, and temporal arteries. 6 Color duplex sonography is the most accessible diagnostic tool for the rapid diagnosis of LV-GCA, this method being supported by increasing robust evidence. [7] [8] [9] The benefits of CDS include its wide accessibility, the absence of ionization radiations, and low costs. However, the method is characterized by relatively high inter-reader variability; therefore, the evaluation of large vessels should be performed by experienced ultrasonographers. The halo sign is the most important and typical ultrasonographic finding in vasculitis, being a hypoechoic homogeneous area easily identifiable between the vessel lumen and the perivascular tissue. 7, 8 In GCA, edema and cell infiltrates are located in the media and extend to the intima; the ultrasound detects this edematous parietal change as a hypoechoic material around the artery lumen that contrasts to the surrounding tissues. It can be circumferential or eccentric in axial views and may be confirmed by a positive "compression sign" in the temporal arteries and its branches, meaning that the halo does not disappear after applying pressure with the transducer, even if the vessel lumen remains occluded. 8, 9 The most important ultrasonographic findings in LV-GCA are presented in Table 2 . The presence of a halo on CDS is considered a sign of disease activity. In the TAs, this hypoechoic wall swelling may resolve within a few days after glucocorticoid treatment initiation, but AXAs may take 1-2 months. 8 Long-term monitoring of disease activity is important in 
